. ASV required fewer manual settings to reach the desired pH and PaCO2. The number of patients successfully extubated on the first attempt was significantly higher in the ASV group. Weaning success and mortality at day 28 were comparable between the two groups.
Objectives
Compare the duration of intubation, the number of manual settings, high airway pressure (Paw) episodes, and blood gas analysis between the two modes
Main Results
The length of intubation was shorter in the ASV group than in the SIMV group (153 ± 22 vs 90 ± 13 minutes, P = 0.05). Settings modifications were more frequent in the SIMV group vs the ASV group (6 ± 2 vs1.5 ± 1; P = .003). Peak presusre (Ppeak) was higher in passive patients in the SIMV group. High Paw alarms were more frequent in the SIMV group in passive patients. The values of pH, PaCO2, and e PaO2 did not differ significantly between the two groups.
Conclusion

ASV is superior in terms of weaning times, and it simplifies respiratory management
Randomized controlled trial comparing adaptive-support ventilation with pressureregulated volume-controlled ventilation with automode in weaning patients after cardiac surgery 
Objectives
Evaluate the effect of ASV on ventilator management and its ability to perform respiratory weaning
Main Results
ASV required fewer ventilator setting manipulations (2.4 +/-0.7 vs 4.0 +/-0.8 manipulations per patient; P < 0.05) and endured less high-inspiratory pressure alarms (0.7 +/-2.4 vs 2.9 +/-3.0; P < 0.05) than SIMV-PS. There was no difference in duration of mechanical ventilation and ICU stay.
Conclusion
ASV resulted in an outcome similar to the control group with less manipulation: it could simplify management of post-cardiac surgery patients.
Comment
Minute volume settings was left at 100% in the study. A further reduction may have transitioned patients to spontaneous breathing faster.
Adaptive support ventilation for fast tracheal extubation after cardiac surgery: a randomized controlled study 
Conclusion
Weaning protocol based on ASV was feasible, accelerated tracheal extubation, and simplified ventilatory management in post-cardiac fast-track surgery. 
ASV was usable in ARDS patients, providing the same outcomes as VC.
Comment
The sample size of this study could not show reduction of duration of mechanical ventilation (for comparison = 861 patients were necessary in ARDSnet trial) but there was a nonsignificant reduction of duration of mechanical ventilation and ICU stay in the ASV group. 
Main Results
Difference between Vt in ASV and clinician selected for normal lungs, ARDS, obesity, COPD were negligible (-0,9 mL to 0,7 mL). For asthma, Vt selected by ASV was greater than that selected by clinician by 3,9 mL.
Conclusion
Negligible differences occurred between ventilator settings selected by ASV and the clinician in different scenarios, except in asthma. 
Main Results
In the ASV group, 20% of the patients achieved extubation readiness within 1 day, compared to 4% in the non-ASV group. Patients in the ASV group were more likely to be free from mechanical ventilation at 3 weeks. Time-to-extubation readiness was 2 days shorter in the ASV group
Conclusion
ASV allowed early identification of extubation readiness and reduced weaning duration. 
Main Results
Adding dead space increased MV, PaCO2, work of breathing. ASV and PS ended with similar Pinsp level (12 cmH2O) while APV Pinsp decreased (6 cmH2O).
Conclusion
Following an increase in respiratory demand, ASV maintained the same level of pressure support; while adaptive pressure control modes such as APV, PRVC, and Autoflow, may reduce pressure support.
Automatic selection of breathing pattern using adaptive support ventilation 
Main Results
On passive ventilation days, Vt-RR were different according to lung condition. On passive normal ventilation days, Vt was lower (8,3 mL/kgPBW) than in passive COPD days (9,3 mL/ kgPBW) and higher than in passive ALI/ARDS days (7,6mL/kgPBW, P < 0,05). On passive normal ventilation day, RR (14/min) was lower than in passive ALI/ARDS days (18/min).
Conclusion
On passive ventilation days, ASV selected different Vt-RR combinations based on respiratory mechanics 
Main Results
In ASV, Vt was dependent on only two parameters: the RR and the correctness of set body weight
Conclusion
RR was automatically selected so the only clinically important factor was the correctness of set body weight.
Evaluation of adaptive support ventilation in paralysed patients and in lung model 
Main Results
Tidal volume was 8.7 +/-1.4 mL/kgPBW, plateau pressure was 20.3 +/-3.9 cmH2O, and arterial blood gas measurements were satisfactory. 86% were extubated within 6 h. No reintubation for respiratory failure. Considered easy to use by nurses and clinicians.
Conclusion
ASV was safe, feasible, and easy to apply, and allowed rapid extubation in post-cardiac surgery 
Main Results
RR, Vt and Pinsp were decreased during the ASV period compared to SIMV period. Heart rate, systolic and diastolic blood pressure, central venous pressure were decreased during the ASV period. PaO2 and pH were increased during ASV period.
Conclusion
ASV delivered more physiologic ventilation improving clinical status in COPD, compared with SIMV
Comment
Data at inclusion are not provided. The period of ventilation were not randomized and SIMV period was always the first one.
Comparison of 3 modes of automated weaning from mechanical ventilation: a bench study 
Main Results
ASV correctly recognized weaning success, weaning failure, weaning success with anxiety, weaning success with irregular breathing, and weaning failure with ineffective effort. The 3 modes incorrectly recognized weaning succes with Cheynes-Stokes. Time to Pinsp stabilization was shorter for ASV (1-2 min for all situations) than for Smartcare (8-78 min). ASV had higher rates of PS oscillations per 5 min (4-15), compared with Smartcare (0-1). 
Conclusion
Main Results
Controlled ventilation decreased transdiaphragmatic pressure, ASV didn't decrease this pressure. Controlled ventilation was associated with atrophy of the diaphragm, atrophy was not detected in ASV group Conclusion ASV maintained diaphragmatic contractile activity, which protects against ventilator-induced diaphragmatic dysfunction
Correlation between the %MinVol setting and work of breathing during adaptive support ventilation in patients with respiratory failure Design Prospective interventional study in active patients, with ASV and %MV increased by 10% until mandatory breath delivered
Patients
ICU patients on PS
Objectives
Determine the ASV target point TP (delivery of mandatory breath) and measure the work of breathing WOB at %MV TP, %MV TP + 20%, %MV TP -20%
Main Results
%MV TP was 165% +/-54% At %MV TP +20% WOB decreased At %VM -20% WOB increased
Conclusion
In active patients, increasing %MV decreased WOB.
Adaptive support ventilation: an appropriate mechanical ventilation strategy for acute respiratory distress syndrome? 
Main Results
In Group I= 60 kg, the number of scenarios with Pplat of 28 cm H2O or more was 14 for ASV (26%) and 19 for 6 ml/kg (35%). In group II=80 kg, the number of scenarios PP of 28 cm H2O or more was 10 for ASV (19%) and 21 for 6 ml/kg (39%). 
Conclusion
Main Results
Compliance decreased and resistance increased during pneumo-trend period, MV was kept constant by an increase in Pinsp by 3.2 +/-0.9 cmH2O (P < 0.01), RR by 1.3 +/-0.5/min, and Tinsp/Ttot by 43%; these parameters returned toward baseline at final time. PaCO2 inscreased during the pneumoperitoneum (CO2 insufflation) and decreased at final time.
Conclusion
ASV adapted ventilator settings to the changes in the respiratory mechanics, keeping MV constant and provided adequate gas exchanges. 
Main Results
Institution of one-lung ventilation was followed by a reproducible response of the ASV. The sudden changes in respiratory mechanics (resistance increased, compliance decreased but RC was stable) caused a transient reduction in Vt by 42 (8-59)%, with RR unaffected. In order to re-establish the preset MV, the controller increased Pinsp from 18 (14-23) to 27 (19-39) cm H2O. The controller was effective in maintaining MV.
Conclusion
The ASV controller successfully managed the transition to and from one-lung ventilation.
Continuous use of an adaptive lung ventilation controller in critically ill patients in a multi-discipinary intensive care unit 
Main Results
Patients were ventilated for a mean of 51.6 h. PS was maintained at a mean level of 14.8 cmH2O. ASV selected appropriate synchronized pressure support ventilatory pattern from initiation to weaning. It allowed and encouraged spontaneous efforts.
Conclusion
ASV provided clinically acceptable, safe, and effective ventilation during the entire mechanical ventilation period. 
Main Results
The computerized parameters calculated with test breaths didn't differ from the conventional parameters at the initiation of mechanical ventilation
Conclusion
Automatic selection of ventilation parameters started mechanical ventilation with the same parameters as manual settings .
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